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prescription for apheresis collection
patient





donor
	Name:
	
	
	
	Name:
	
	

	Medical Record No: 
	
	
	
	ID No:
	
	

	Date of Birth:
	
	
	
	Date of Birth:
	
	

	
	
	
	
	
	
	


	Transplant Centre: 
	(Insert transplant centre address)

	Collection Centre:
	(Insert collection centre address)


	Transplant Consultant: 
	Dr
	
	

	
	Phone: (  )
Fax: (  )
	

	Transplant Coordinator: 
	(Insert coordinator name)
Phone: (  )
	


	Patient conditioning start date:
	
	

	Preferred collection date (1):
	
	Preferred transplant date (1):
	

	Preferred collection date (2):
	
	Preferred transplant date (2):
	

	


collection request
	
	Stimulated Peripheral Blood Stem Cells (HPC-A)
	
	Lymphocytes (TC-T / DLI)


	Patient weight or ideal patient weight, whichever is less:
	
	kg


	
	PBSC (HPC-A)
	Lymphocytes

	Cells/kg required
	Target:
	
	x106 CD34 cells/kg
	(Minimum:         )
	
	x108 CD3 cells/kg

	Total cells required
	Target:
	
	x106 CD34 cells
	(Minimum:         )
	
	x108 CD3 cells


· Reduce nucleated cell concentration to <300x109/L with autologous plasma for long distance transport.

· Store bone marrow at 4oC (± 2oC), as soon as possible after collection.

· Packing instructions and equipment for transport will be supplied with courier.

peripheral blood samples required at 1stapheresis 
	EDTA 
	
	ACD 
	
	Heparin
	
	No anticoagulant 
	


	Other 
	


Transplant Consultant:
	Name:
	
	Signature:
	
	Date: 
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